Abbreviations
=============

CMM

:   Cutaneous Malignant Melanoma

HERV

:   Human endogenous retrovirus

HPV

:   Human Papilloma Virus

OR

:   odds ratio

IARC

:   International Agency for Research on Cancer

UVA

:   316--400 nm

UVB

:   290--315 nm

UV

:   Ultraviolet, 290--400 nm

Introduction {#s0001}
============

For several decades the incidence of cutaneous malignant melanoma (CMM) has steadily increased in fair-skinned, indoor-working people around the world.[@cit0001] Scientists are not sure why CMM has steadily increased over time but from epidemiology studies, we know that the numbers of benign naevi, light skin and hair, and poor tanning ability are involved in the etiology.[@cit0011] We can find clues as to what may contribute toward CMM in the paradox between indoor and outdoor worker\'s CMM incidences and their personal annual UV (290--400 nm) doses. Outdoor workers get 3--10 times the annual UV dose that indoor workers get,[@cit0012] yet they have lower incidences of CMM and have half the odds ratio (OR of about 0.8) that indoor workers have (about 1.6) for getting CMM.[@cit0013] From this data, one can conclude that something other than cumulative UV dose is primarily involved in the etiology of CMM.

Most scientists believe intermittent UV exposures resulting in sunburns initiate CMM,[@cit0014] but the creation and use of sunscreens did not reduce the incidence. Sunscreens with primarily UVB (290--315 nm) protection were available from the early 1950s until 1988, and sunscreens with both UVB and UVA (316--400 nm) protection were available since 1988 with increasing SPF numbers over the years (<http://en.wikipedia.org/wiki/Sunscreen>). Some scientists think strong UVA exposures allowed by older sunscreen formulations can also initiate CMM[@cit0017] with unique signature mutations,[@cit0018] while others believe the UVA passing through the glass of office[@cit0010] and car windows[@cit0019] promotes it. We now know that UVA can possibly also cause both initiation and promotion of CMM because like UVB it causes similar DNA damage, i.e., cyclobutane pyrimidine dimers.[@cit0020] Additionally, UVA causes oxidation of DNA bases in the cytosol prior to incorporation into the genomic DNA by polymerase eta[@cit0021] and causes DNA adduct formation in the presence of photosensitizers[@cit0023] that people can ingest from common foods.[@cit0024] Sunburns probably are not involved in the initiation or propagation of melanoma because a melanoma study using the opossum animal model, *Monodelphis domestica*, ironically showed intense sunburn doses of UVB gave significantly fewer melanomas than sub-erythemal doses.[@cit0025] UVB exposures of skin creates cutaneous vitamin D~3~ production[@cit0026] that sunscreens dramatically reduce.[@cit0027] Furthermore, contrary to popular belief, outdoor workers get numerous sunburns[@cit0028] reviewed by Glanz.[@cit0032]

The major risk factors involved in CMM had to exist prior to the first documented increase in the incidence in 1936 (Connecticut, United States).[@cit0033] To understand how many major risk factors are responsible for the increasing incidence of CMM, we must know the temporal incidences as far back as possible to discern if the increase is linear (one major risk factor) or exponential (interaction between 2 major risk factors). For this reason, we analyzed the fair-skinned European countries\' CMM incidences over time and personal annual UV dose for males and females from 1955 to 2000 using data from the International Agency for Research on Cancer (IARC). We found an exponential increase in the incidence of CMM, implicating 2 major risk factors. In addition, we found CMM increases with decreasing personal UV dose, implicating low cutaneous vitamin D~3~ levels as one of the major risk factors. We suggest the other major risk factor, besides the germline incorporated Human Endogenous Retrovirus (HERV) that is already implicated in the etiology of CMM and other cancers,[@cit0034] may be HPV infection because clinicians found it in over half the CMM\'s biopsied.[@cit0035]

Materials and Methods {#s0002}
=====================

Temporal analysis {#s0002-0001}
-----------------

We analyzed the CMM incidences at 5-year interval midpoints from 1955 to 2000 for European countries using IARC\'s age-adjusted, world population normalized data.[@cit0001] We aggregated the regional registries for England, Germany, Poland, France, and Switzerland to estimate national incidence trends.

The temporal CMM data plotted in [**Figure 1**](#f0001){ref-type="fig"} for all European countries was from the averaged data in [**Table 1A**](#t0001){ref-type="table"} and the western (\<17 °E) and eastern (\>17°E) countries were plotted from the averaged data in [**Tables 1B**](#t0002){ref-type="table"} **and**[**1C**](#t0003){ref-type="table"}, respectively. Because we wanted to compare the European CMM incidences of white people (skin types I and II),[@cit0039] we excluded countries that had populations with primarily skin types III or darker (e.g., Italy, Spain, and Portugal). To show a lack of bias, we also analyzed the data of all the countries listed in[Table 1A](#t0001){ref-type="table"} and included Italy, Spain, and Portugal and found a similar exponential increase in the CMM incidences with a slightly reduced slope (results not shown). The temporal data in [**Figure 2**](#f0002){ref-type="fig"} was plotted from the averaged data in [**Table 2**](#t0004){ref-type="table"} for countries located every 5°N from 46--50°N, 51--55°N, 56--60°N to over 60°N. In [**Figure 3**](#f0003){ref-type="fig"}, we compare female and males in the northern (averaged 46--55°N for ∼50°N) and southern (averaged all countries above 55°N for ∼60°N) regions of Europe from the averaged data in [**Table 3**](#t0005){ref-type="table"}. In some of our analyses ([**Fig. 2**](#f0002){ref-type="fig"} and [**3**](#f0003){ref-type="fig"}), we included a country only if it had more than 50% of the 5-year averaged CMM incidence data; countries excluded were Austria, Czech, Belarus, Belgium, Estonia, Hungary, Ireland, Latvia, Lithuania, and Romania. Table 1A.European countries with CMM incidence data (24 countries averaged in [**Fig. 1**](#f0001){ref-type="fig"}).All Europe°N1955196019651970197519801985199019952000Romania46  0.601.452.901.402.20   Slovenia46 1.351.852.351.952.553.805.056.808.85Switzerland47    4.896.858.8310.3012.1015.21France47    2.533.324.075.317.238.41Hungary48  1.851.732.302.733.60   Austria48       14.0010.9011.02Slovakia49    2.503.703.804.405.056.35Czech50      5.456.308.009.35Poland51  1.301.551.902.342.493.243.914.67Germany51  2.002.202.253.834.455.556.208.77Belgium51        5.236.2Netherlands52 1.70  2.544.955.037.629.4811.12England52 1.441.671.902.273.154.376.117.138.45Ireland53     4.506.308.558.509.20Belarus54      1.802.102.503.10Lithuania55       2.553.34.45Denmark561.92.73.95.4 7.158.7510.31213Scotland57  1.52.4533.745.777.038.59.25Latvia57      2.452.553.353.7Estonia59      2.93.854.555.95Sweden62 2.603.204.505.457.709.5511.0511.8512.00Iceland63 1.25 2.60 3.854.555.458.6514.15Norway641.992.653.805.558.309.7012.0014.7015.2014.40Finland651.552.002.202.853.854.806.307.257.358.15Average531.811.962.172.883.334.485.166.827.628.9 Table 1B.Western European countries \<17°E with CMM incidence data (15 countries averaged in [**Fig. 1**](#f0001){ref-type="fig"}).West Europe \<17°E°N1955196019651970197519801985199019952000Slovenia46 1.351.852.351.952.553.805.056.808.85Switzerland47    4.896.858.8310.3012.1015.21France47    2.533.324.075.317.238.41Austria48       14.0010.9011.02Czech50      5.456.308.009.35Germany51  2.002.202.253.834.455.556.208.77Belgium51        5.2256.2Netherlands52 1.70  2.544.955.037.629.4811.12England52 1.441.671.902.273.154.376.117.138.45Ireland53     4.506.308.558.509.20Denmark561.92.73.95.4 7.158.7510.311.9513Scotland57  1.52.4533.745.777.038.59.25Sweden62 2.603.204.505.457.709.5511.0511.8512.00Iceland63 1.25 2.60 3.854.555.458.6514.15Norway641.992.653.805.558.309.7012.0014.7015.2014.40Average531.951.962.563.373.695.116.388.389.1810.62 Table 1C.Eastern European countries \>17°E with CMM incidence data (9 countries averaged in [**Fig. 1**](#f0001){ref-type="fig"}).East Europe°N1955196019651970197519801985199019952000\>17°E           Romania46  0.601.452.901.402.20   Slovakia49    2.503.703.804.405.056.35Hungary48  1.851.732.302.733.60   Poland51  1.301.551.902.342.493.243.914.67Belarus54      1.802.102.503.10Lithuania55       2.553.34.45Latvia57      2.452.553.353.7Estonia59      2.93.854.555.95Finland651.552.002.202.853.854.806.307.257.358.15Average541.552.001.491.892.692.993.193.714.295.20 Table 2.Only European countries with more than 50% CMM incidence data averaged every 5°N ([**Figure 2**](#f0002){ref-type="fig"}).46--50°N°N1955196019651970197519801985199019952000Slovenia46 1.351.852.351.952.553.805.056.808.85Switzerland47    4.896.858.8310.3012.1015.21France47    2.533.324.075.317.238.41Slovakia49    2.503.703.804.405.056.35**Average47** **1.351.852.352.974.105.126.277.809.70**51--55°N°N1955196019651970197519801985199019952000Poland51  1.301.551.902.342.493.243.914.67Germany51  2.002.202.253.834.455.556.208.77Netherlands52 1.70  2.544.955.037.629.4811.12England52 1.441.671.902.273.154.376.117.138.45**Average52** **1.571.661.882.243.574.085.636.688.25**56--60°N°N1955196019651970197519801985199019952000Denmark561.92.73.95.4 7.158.7510.31213Scotland57  1.52.4533.745.777.038.59.25**Average571.902.702.703.933.005.447.268.6410.2311.13**\>60°N°N1955196019651970197519801985199019952000Sweden62 2.603.204.505.457.709.5511.0511.8512.00Iceland63 1.25 2.60 3.854.555.458.6514.15Norway641.992.653.805.558.309.7012.0014.7015.2014.40Finland651.552.002.202.853.854.806.307.257.358.15**Average641.772.133.073.885.876.518.109.6110.7612.18** Table 3.Males compared with females in northern (∼60°N) and southern (∼50°N) Europe.Europe°N196019651970197519801985199019952000Europe Female∼602.713.244.404.896.867.198.399.7411.03Europe Male∼602.112.533.403.985.105.887.148.119.13Europe Female∼501.681.752.092.704.294.847.037.548.88Europe Male∼501.251.341.632.382.893.775.636.597.98 Figure 1.Temporal CMM incidences among fair-skinned people in Europe (plotted from the averaged data in [**Table 1A**](#t0001){ref-type="table"}), western Europe \<17°E ([**Table 1B**](#t0002){ref-type="table"}), and eastern Europe \>17°E ([**Table 1C**](#t0003){ref-type="table"}). Note the exponential increase in CMM over the decades (semi-log plot). See statistical data in [**Table 5A**](#t0007){ref-type="table"}. Figure 2.Temporal CMM incidences among fair-skinned people in Europe averaged every 5°N for only the European countries with more than 50% complete data sets; northern most (\>60°N; mean ∼64°N), northern (∼51--55°N; mean ∼52°N), middle (56--60°N; ∼57°N), and southern Europe (∼46--50°N; mean ∼48°N) plotted from the averaged data in [**Table 2**](#t0004){ref-type="table"}. Figure 3.Temporal comparison of female and male CMM rates in northern (\>55 °N; mean ∼60°N) and southern (46--55°N; mean ∼50°N) Europe ([**Table 3**](#t0005){ref-type="table"}; statistical data in [**Table 5B**](#t0008){ref-type="table"}).

Personal annual UV dose analysis {#s0002-0002}
--------------------------------

Latitude is a proxy for personal annual UV doses. For populations living in the regions analyzed and plotted in [**Figure 4**](#f0004){ref-type="fig"}, the average annual personal UV doses were calculated from the equation derived from the slope of the line (R^2^ = 0.99) from several countries known population\'s UV doses after geometric conversion from planar to cylinder measurements, which represent the human body.[@cit0040] The countries that generated this equation with average annual personal UV doses were Sweden (60°N; 5,200 J/m^2^), Denmark (55°N; 6,800 J/m^2^), the Netherlands (52.5°N; 7,000 J/m^2^), and the US (34°N, 10,000 J/m^2^ and 44°N, 12,000 J/m^2^):$$\text{UVdose} = - 280X + 22000$$ Figure 4.Average personal annual UV dose for populations of each country and CMM incidence trends in Europe over time. Eight European countries that had CMM incidence data in 1960 were followed every 20 y ([**Table 4**](#t0006){ref-type="table"}; [**Table 5A**](#t0007){ref-type="table"}).where *X* is the population centered latitude.[@cit0041] These average annual personal UV doses are erythemally-weighted UV doses in J/m^2^ that do not include vacations, which can be taken at any latitude.[@cit0012] Erythemally-weighted UV doses are obtained by multiplying the solar spectra in W/m^2^, wavelength for wavelength from 290--400 nm, by the erythemal action spectrum,[@cit0044] and then multiplied by the number of seconds the person is exposed to that source to get the UV dose in J/m.[@cit0002]

Population weighting and statistical analysis {#s0002-0003}
---------------------------------------------

For all the temporal data, we conducted linear regression analysis using Minitab 16.2.4 (Minitab Inc.., State College, Pennsylvania) to evaluate the association between personal annual UV doses (independent variable) and log(CMM) incidence rate (dependent variable). We then performed multiple linear regressions to simultaneously assess the role of time and latitude in predicting log(CMM) incidence rate ([**Table 5A**](#t0007){ref-type="table"}). Table 4.CMM incidences in 8 countries that had data in 1960 were followed every 20 yEurope°NUV Dose196019802000Slovenia4692001.352.558.85Netherlands5275001.704.9511.12England5275001.443.158.45Denmark5664002.707.1513.00Sweden6247002.607.7012.00Iceland6344001.253.8514.15Norway6441002.659.7014.40Finland6538002.004.808.15 Table 5A.Statistics for multiple linear regression of log(CMM incidence) data versus time and UV dose in all of Europe (N = 151).PredictorCoefficientTPYear0.0220\< 10^--^[@cit0030]UV Dose−0.000055−5.4\<2.0 × 10^--^[@cit0007]

Using Minitab® 16.2.4 (Penn State, State College, Pennsylvania, US), we performed weighted regression of the cancer incidences on the different personal annual UV doses in the European countries by population ([**Table 5B**](#t0008){ref-type="table"}).[@cit0045] Table 5B.Statistics for females and males in northern and southern EuropeEuropeSlopeR^2^PEurope Female (∼60°N)0.0350.982.7 x 10^--^[@cit0007]Europe Male (∼60°N)0.0160.993.1 x 10^--^[@cit0008]Europe Female (∼50°N)0.0200.974.2 X 10^--^[@cit0007]Europe Male (∼50°N)0.0220.993.5 x 10^--^[@cit0008]

Results {#s0003}
=======

We wanted to know how fast CMM is increasing in the white populations over time and how CMM correlates with personal annual UV dose in Europe.

First, we asked how the CMM incidences changed over time in all of Europe. [**Figure 1**](#f0001){ref-type="fig"} shows that CMM has been exponentially increasing over the decades in all of Europe ([**Table 1A**](#t0001){ref-type="table"}). It also shows the western European countries ([**Table 1B**](#t0002){ref-type="table"}) have a consistently higher incidence than the eastern European countries ([**Table 1C**](#t0003){ref-type="table"}).

Next we asked how the southern (46--50°N), middle (51--55°N), northern (56--60°N), and northernmost (\>60°N) European countries\' CMM incidences changed over time to learn if the increase is linear or exponential in every latitudinal region. We only included countries with more than 50% of the available data ([**Table 2**](#t0004){ref-type="table"}) in [**Figure 2**](#f0002){ref-type="fig"} so as not to skew the slopes of the trendlines by data that was only collected in the later years.

We then asked how females and males CMM rates compare in northern (∼60°N) and southern (∼50°N) Europe ([**Table 3**](#t0005){ref-type="table"}). [**Figure 3**](#f0003){ref-type="fig"} shows females always have higher incidences of CMM than males in both northern (∼60°N) and southern (∼50°N) Europe and that both sexes have temporal exponential increases in CMM.

Then we asked how the incidence of CMM varied with personal annual UV dose, starting at 1960 and assessing every 20 years, to see if CMM correlated with increasing or decreasing latitude. [**Figure 4**](#f0004){ref-type="fig"} shows all the countries with available data in 1960 that we followed every 20 y ([**Table 4**](#t0006){ref-type="table"}). In 1980 and 2000, the CMM incidence significantly increased with decreasing personal annual UV dose.

Because we found CMM incidence increases with decreasing UV dose in Europe, we plotted out Robinson et al.\'s (1998) UVB-dose response data[@cit0025] for the marsupial animal model because the data was obtained in a controlled experimental environment (e.g., food intake and light/dark cycles, etc.). [**Figure 5**](#f0005){ref-type="fig"} shows the percentage of animals having CMM actually decreased with increasing UVB doses, including those producing sunburns, in a dose-dependent linear fashion (R^2^ = 0.96). Figure 5.Percentage of animals with CMM decreases with increasing UVB dose in a linear dose-dependent manner (R^2^ = 0.96). Plotted from the data of Robinson et al.[@cit0025]

Finally, we asked if our European CMM observations were significant or not. [**Table 5A**](#t0007){ref-type="table"} shows that the significance of the exponential increase in CMM over time (p \< 10^--30^) and decreasing with UV dose (p \< 2.0 × 10^--7^) have truly remarkably small P values.[**Table 5B**](#t0008){ref-type="table"} shows that both females and males in northern (∼60°N) and southern (∼50°N) Europe have significantly lower CMM incidences with higher UV dose (p \< 10^−6^).

Discussion {#s0004}
==========

We analyzed the CMM incidences in Europe to know how the rate increased over time and how it correlated with personal annual UV dose, which is a proxy for vitamin D status. We found the incidence of CMM increased at an exponential rate in Europe over time ([**Fig. 1**](#f0001){ref-type="fig"}; [**Table 1A**](#t0001){ref-type="table"} and [**5A**](#t0007){ref-type="table"}) with the western European countries having higher rates ([**Table 1B**](#t0002){ref-type="table"}) than the eastern European countries ([**Table 1C**](#t0003){ref-type="table"}), possibly due to cultural differences (e.g., more time indoors) or over diagnosis. However, because this exponential increase over time is seen in both western and eastern Europe it is unlikely to be from over diagnosis, as suggested by some scientists, because it is not possible to increasingly over diagnose at an increasing rate to that extent for more than 5 decades (P \< 10^--7^). Exponential increases occur every 5°N in Europe ([**Fig. 2**](#f0002){ref-type="fig"};[**Table 2**](#t0004){ref-type="table"}), which shows the increase is not specific to any particular latitudinal region. In addition, CMM is significantly higher for females than for males in both northern (∼60°N) and southern Europe (∼50°N;[**Figure 3**](#f0003){ref-type="fig"},[**Table 3**](#t0005){ref-type="table"} and [**5B**](#t0008){ref-type="table"}). Counterintuitively, the increasing incidences of CMM significantly correlate with decreasing personal annual UV dose, a proxy for decreasing personal vitamin D~3~, which is most notable after 1960 when it was not significant ([**Fig. 4**](#f0004){ref-type="fig"}; [**Table 4**](#t0006){ref-type="table"}). The significant increasing slope in the incidence of CMM with decreasing UV dose over time, especially from 1980 to 2000, reveals that the gradation of lighter skin color with increasing latitude in Europe is not a reasonable explanation because it remained fairly constant. Furthermore, although the ratio of UVA to UVB increases with increasing latitude, which affects mortality of CMM,[@cit0046] this is not a reasonable explanation for temporal incidence increases from 1960 to 2000 because the ratio of UVA to UVB does not change very much over time. Finally, some investigators have suggested that increasing people\'s skin surface area from wearing smaller bathing suits over time is responsible, but this is also not a reasonable explanation because people did not expose more skin in an exponential fashion over time. Moreover, exposing more skin only increases the UV dose to those areas of the body, which is irrelevant because CMM also occurs where the sun does not shine. Instead, the temporal exponential increase shows second order reaction kinetics in the CMM incidence rates ([**Fig. 1**](#f0001){ref-type="fig"} and [**2**](#f0002){ref-type="fig"}), which reveals 2 major risk factors and suggests an infectious agent or agents are involved in the etiology.

From epidemiology studies, we know one major risk factor for indoor workers' getting CMM is intermittent UV exposures that were believed to involve sunburn episodes based on long-term memory recall surveys.[@cit0047] Scientists believed outdoor workers did not get sunburns, especially blistering sunburns, like indoor workers get because outdoor workers were found to have lower incidences of CMM and half the odds ratio (about 0.8) that indoor workers have for getting it (about 1.6).[@cit0013] This belief arose because outdoor workers are exposed to UV every day, unlike indoor workers, so that their skin acclimates by thickening the stratum corneum and by producing the pigment melanin (tan). However, contrary to this popular belief, outdoor workers can get numerous sunburns and can also experience blistering events[@cit0028] reviewed by Glanz.[@cit0032] For example, the study by Buller et al.[@cit0030] found 45% of the ski area employees got sunburned and 8% received blistering sunburns. Another study measured alpine skiers who got 0.5--7.6 times the minimum erythemal dose (MED), or the minimum amount of UV dose needed to produce a mild sunburn, for white individuals with skin type II and 10% got more than 1 MED/h during peak exposure times.[@cit0048] Furthermore, Robinson et al.[@cit0025] found that sunburn doses of UVB yielded fewer animals with melanoma than suberythemal UVB doses (175 J/m^2^), which yielded the greatest percentage of opossums with melanomas. In fact, the percentage of animals with melanomas decreased with increasing UVB dose in a linear dose-dependent manner (see [**Fig. 5**](#f0005){ref-type="fig"}, R^2^ = 0.96). However, the decisive factor was published by Vainio et al.[@cit0049] concerning an official IARC report that declared sunscreens significantly reduce the incidence of sunburns but that they do not reduce the OR for getting melanoma below 1.0 like outdoor workers' continual UV exposures do (OR∼0.8), as shown by multiple independent studies.[@cit0013] So how can sunburns be responsible for initiating melanoma?

Rather than sunburns, we propose that intermittent UV exposures result in low levels of cutaneous vitamin D~3~ because only UVB radiation can make vitamin D~3~[@cit0026] and UVB decreases with increasing latitude[@cit0012] while the incidence of CMM increases with increasing latitude ([**Fig. 4**](#f0004){ref-type="fig"}; [**Table 5A**](#t0007){ref-type="table"}). Because outdoor workers are chronically exposed to noontime UVB radiation (∼11 a.m. to 3 pm), they make plenty of vitamin D~3~ in their skin and have healthy blood levels. In contrast, indoor workers get intermittently exposed to UVB radiation (weekends and vacations) so that they do not have high levels of vitamin D~3~ in their skin or blood. Outdoor workers (gardeners) who get about 5 times the solar UV dose that indoor workers get have about twice the vitamin D blood levels that indoor workers have.[@cit0050] Additionally, indoor workers get exposed to only UVA radiation that passes through glass windows while they work in their offices[@cit0010] and drive in their cars.[@cit0019] UVA cannot make vitamin D~3~[@cit0026] but rather breaks it down in the skin, capillaries, and when bound to the vitamin D-binding protein.[@cit0051] Recently, the UVA passing through airplane windows has been implicated as the cause for pilots and flight attendants having twice the incidence of CMM as the general population.[@cit0052]

Vitamin D~3~ is important in the etiology of CMM because melanoma cells can convert it to the hormone, 1,25 dihydroxyvitamin D~3,~ or calcitriol,[@cit0053] and initiate an apoptotic cell death mechanism[@cit0054] via the nuclear vitamin D receptor (VDR).[@cit0055] We can find evidence of vitamin D-induced suicidal death of melanoma cells from VDR polymorphisms that result in an increased risk for CMM, reviewed by Denzer et al.[@cit0056] and decreased survival of patients.[@cit0057] Moreover, melanoma patients, who get regular, moderate sun exposures live longer than those who do not[@cit0058] and CMM patients were found to have deficient vitamin D levels when compared with patients who did not have CMM.[@cit0059] Furthermore, calcitriol controls the growth of melanoma cells,[@cit0060] inhibits tumor promotion[@cit0063] and angiogenesis,[@cit0064] and boosts the immune system.[@cit0065] Recently, the importance of vitamin D in T cell activation has been revealed; they cannot kill virally infected cells or cancer cells unless they have enough vitamin D.[@cit0065]

Other than our data suggesting low vitamin D~3~ levels as one of 2 major risk factors for getting CMM, we believe the other major risk factor is HPV infection. Although we do not present any data to support our belief, we think HPV is involved because HPV-38 is found in over half the CMM biopsies[@cit0035] and HPV infection is increasing at an exponential rate in Europe.[@cit0068] Clinicians found different strains of type b HPV, primarily HPV-38 and 16/18, in CMM and they found other strains of HPV, primarily HPV-77, in non-melanoma skin cancers.[@cit0069] The presence of HPV shortens the latency period of squamous cell carcinoma from ∼15--20 y to ∼2--5 y^69^ and it might also shorten the latency period of CMM, which could explain why clinicians observe a seasonal diagnostic pattern.[@cit0070] HPV incorporates into the host\'s genomic DNA during the DNA damage repair processes[@cit0073] and once incorporated deploys its carcinogenic regime of E6 and E7 proteins that inactivate p53[@cit0076] and Bak,[@cit0077] respectively, so that the cell cannot die via either the DNA-damage or receptor-initiated apoptotic pathways.[@cit0078] However, vitamin D~3~/calcitriol can initiate a p53-independent apoptotic cell death pathway[@cit0079] circumventing HPV\'s plan for cellular immortalization[@cit0080] by destroying the infected cell. Note that one of HPV\'s survival strategies is the production of E2 protein that causes the infected cell to release IL-10[@cit0081] helping to conceal HPV from immune surveillance.[@cit0082] Moreover, the opossums that got melanomas in the Robinson et al. 1998 study[@cit0025] were infected with PV, as demonstrated by UVB-induced papillomas.[@cit0083] In addition, it now appears that HPV can establish a latent infection[@cit0084] that may also have consequence both in the UV interaction and in the disruption of normal skin, which has been implicated in melanoma.[@cit0085] HPV may represent the first step in the transformation process because it\'s E6 and E7 proteins immortalize the melanocyte[@cit0080] setting it up for accumulating DNA mutations over time and possibly activating HERV, as other viruses are known to do.

Herein we present plausible explanations for the paradoxes observed over the decades from the second order reaction kinetics that reveals the existence of 2 major risk factors in the etiology of CMM. From epidemiology studies, we know intermittent UV exposures are a risk factor for getting CMM; we propose low cutaneous levels of vitamin D~3~, rather than sunburns are a risk factor for getting CMM and we suggest the other major risk factor, along with HERV, may be HPV infection.
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